APPENDIX (control) group is composed of all non-psychiatry specialists "Controls" include physician age and sex, and "Location" includes practice setting information (e.g., hospital-based, group office practice, solo office practice, etc.) Only key coefficients reported from Triple Differences (DDD) specifications The number of observations is 138,786. + p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001 APPENDIX Source: Florida physician workforce survey. "High" and "Low" BCBS counties reflect counties above and below the median BCBS market share as of January 2012, respectively. Note, the typical survey respondent is re-surveyed every two years during his/her license renewal process. To better understand these changes to the stock of psychiatrists in affected areas, we examine the flows of new providers into specific markets within the state. We use licensing information prior to 2009 in order to identify new market entrants (i.e., those receiving their first Florida license) for each survey wave (2009) (2010) (2011) (2012) (2013) (2014) (2015) . After restricting to this subset of physicians, we estimate a simple difference-in-differences (DD) model to assess if the flow of psychiatrists is altered by the BCBSFL decision. The estimation strategy is straightforward since we have clearly demarcated treatment (psychiatrists) and control (all non-mental health physicians) groups. The corresponding specification is:
Y is a binary variable for entering a high BCBSFL market for new market entrant i in year t. Psych is a binary indicator equal to one for those in the treatment group, and Post is equal to one for all survey years 2012-2015. The delta parameter recovers our DD estimate of interest. We also estimate an event study style model, which takes the form:
This allows for a separate interaction term between each year from 2011 through 2015 and our treated physician group. The Year variable reflects the particular survey wave that a given respondent became a newly licensed physician in Florida. The standard errors for Equations A1 and A2 (as well as throughout our empirics) are clustered at the physician level to allow for any auto-correlation over time.
APPENDIX 
Coupled with the findings from Figure 6 and Appendix Figure A4 , the smaller stock of psychiatrists in high BCBSFL penetration areas appears to be driven by an outflow of these providers (i.e., market exit), as opposed to deterring prospective physicians from entering. It also seems most likely that the exit behavior is operating through the retirement channel. Within Appendix Table A6 we only see weak evidence that the youngest physicians, who established their practices just prior to the BCBSFL carve-out decision, are less likely to remain there in the post-period. In other words, intra-state migration of psychiatrists due to the BCBSFL strategic move appears negligible at best.
APPENDIX The comparison (control) payer group is composed of self-pay patients. Columns 1-3 have privately insured patients as the treated payer group, columns 4-6 use Medicaid, and columns 7-9 use Medicare as the treatment group. 'Post' is equal to one for all quarters after and including 2012 Q1. 'High BCBS' are counties with above the median BCBS market share. Only key coefficients reported, and the outcome is equal to one for patient discharges with a suicidal ideation ICD9 flag (V62.84).
Appendix Figure B1- Appendix Figure B3 : Average Number of Ancillary Physician Services Performed in the Emergency Department for Non-Mentally Ill Patients as well as Fraction of High-Intensity Encounters Source: Florida AHCA discharge data. Excludes all encounters with a primary diagnosis (ICD-9) of a mental health problem. Counts reflect the total number of CPT codes for a specific encounter that are listed in addition to the evaluation billing code (i.e., all additional physician services performed). The second panel outcome is equal to 1 for all ED encounters with at least 8 listed CPT codes for additional physician services beyond the initial evaluation Observations 436,082 436,082 436,082 Notes: Standard errors clustered at the facility level. Analytic sample restricted to privately insured and self-pay Florida residents with a mental health problem as their primary diagnosis. 'Post' is equal to one for all quarters after and including 2012 Q1. 'High BCBSFL' are counties with above the median BCBS market share. Only key coefficients reported, and the outcome is equal to one when the ED provider records a CPT/HCPCS evaluation code for the highest complexity ("level 5") for an individual ED encounter. Note, the needed variable information is only available from 2010 Q1 and onward. Analytic sample restricted to privately insured and self-pay Florida residents with a mental health problem as their primary diagnosis for the inpatient admission. 'Post' is equal to one for all quarters after and including 2012 Q1. 'High BCBS' are counties with above the median BCBS market share. 'LOS' stands for length of stay for a given admission. Only key coefficients reported
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APPENDIX
APPENDIX C: Supplementary Results
We augment our analyses and findings from Section 5A with Medicare fee-for-service claims data from the state of Florida. The data are drawn from a 5% national sample of beneficiaries and span 2009-2014. The data follow beneficiaries longitudinally and capture all associated claims activity. They are therefore well-suited to study flows of specific services to individual patients. We are specifically interested in the supply of outpatient psychiatric care to existing Medicare patients. Less favorable terms in the privately insured market may alter care delivery in the Medicare market beyond accepting new Medicare patients. Established patients from this payer could witness more frequent services either through relaxed capacity constraints or demand inducement. Consequently, we look for such changes by comparing beneficiaries residing in high BCBSFL market share areas against their counterparts elsewhere in Florida. The regression is a simple DD model with beneficiary fixed effects ( ).
(C1)
Y is either the number of office-based, established patient psychiatric visits for a given beneficiary (i) in a given year (t) or a binary indicator for having at least 8 visits in a given year-the top quartile of the distribution in the baseline year. 1 The analytic sample is restricted to beneficiaries with at least one visit in each year from 2009-2011 to identify those with regular and ongoing mental health care needs, who perhaps have the highest risk of having their intensity of services adjusted in response to the BCBSFL carve-out change. 2 Appendix Table C1 provides the DD results. Visit intensity to these Florida patients is actually declining over time, with no clear indication that it is doing less so among patients in areas with high BCBSFL market shares. Both of the DD estimates in columns 1 and 2 are small and not statistically significant. However, we also have limited power in these analyses. The nature of these data (i.e., repeated observations of the same beneficiaries) and focusing on patients with chronic mental health care needs leaves us with only 1,719 observations across the entire state, of which only 14% fall into the BCBSFL dominant markets. Therefore, we can only cautiously say that we find no evidence of more frequent psychiatric encounters for Medicare beneficiaries with previously established care sources but cannot confidently rule out this type of provider response.
1 Eligible visits could be to either a psychiatrist (physician) or a psychologist and are generated from the Current Procedural Terminology (CPT) codes linked to established patient evaluation and management (E&M) visits (used by all physicians) or established patient psychotherapy sessions (used by mental health providers). 2 We exclude beneficiaries who die or move during the analytic period, which is a very small portion of the patient population overall. 
